There has no doubt been a recent shift of emphasis on the part of physician organizations and third-party payers to measuring and improving quality of patient care delivered by individual practitioners. This new paradigm of professionalism has created both excitement and uncertainty within the medical profession about its future role in health care in the United States. The following are among the most common questions raised in my frequent conversations with physicians about pay for performance (P4P).
WHAT EXACTLY IS "PAY FOR PERFORMANCE" AND WHY SHOULD I CARE?
In the commercial health insurance industry, the fundamental principles of P4P for physicians include (1) common performance measures for physician groups, developed collaboratively by health plan and physician group medical directors, researchers, and other industry experts, and (2) significant health plan financial payments based on that performance, with each plan independently deciding the source, amount, and payment method for its incentive program. 1 For Medicare, the foundation of effective P4P initiatives is collaboration with providers and other stakeholders to ensure that valid quality measures are used, that providers are not being pulled in conflicting directions, and that they have support for achieving actual improvement. With broad bipartisanship support, Congress has passed into law the Tax Relief and Health Care Act of 2006, which mandates the establishment of a physician quality reporting system by the Centers for Medicare and Medicaid Services (CMS).
These principles are promoted through the CMS Physician Quality Reporting Initiative (PQRI) that begins in July 2007. 2 The PQRI will initially be a voluntary program that will provide a financial incentive-the equivalent of 1.5% of the total allowed charges for covered physician fee schedule services-to physicians and other eligible professionals who successfully report quality information related to services provided under the Medicare Physician Fee Schedule between July 1 and December 31, 2007. However, it is clear that the PQRI is merely the first step in a series of programs designed to change CMS's approach from paying for services to paying for quality and value.
More recently, The National Committee for Quality Assurance has expanded the notion of P4P to include measures of "efficiency," 3 which is a code word in the insurance industry for the cost of care. A recent survey from the Commonwealth Fund shows that more than 90% of patients viewed both quality and cost of care to be equally "very or somewhat important." 4 Furthermore, current policies of the American Medical Association (AMA), 5 the American College of Physicians, 6 and other physician organizations cogently state that P4P should (1) ensure quality of care, (2) foster the patient-physician relationship, (3) offer voluntary physician participation, (4) use accurate data and fair reporting, and (5) provide fair and equitable program incentives. These are important principles to keep in mind when evaluating P4P opportunities.
HOW SHOULD PHYSICIANS PREPARE FOR THIS CHANGE?
Physicians will find it necessary to change their mindset with respect to looking for solutions that fit into their current practice patterns. Paying attention to the evidence in terms of interventions that have been demonstrated to improve quality of care should be the first step. It has been well documented that there is no "magic bullet" or "one-size-fits-all" approach to making significant improvements.
It is also critical now for physicians and their practice staff to become cognizant of and conversant with the ever-expanding universe of physician-specific quality measurements. The best sources for these measures include the AMA Physician Consortium for Performance Improvement, the National Quality Forum, and the AQA (formerly the Ambulatory Quality Alliance). Currently, more than 150 quality measures have been developed by various medical specialty societies in conjunction with clinical practice guidelines that have been evaluated and endorsed by these and other organizations.
Many physicians have begun to pilot data collection for quality measures that are appropriate to their practices and have initiated quality improvement efforts to implement successful practice changes. Examples include developing more effective reminder and tracking systems for primary and secondary prevention and using structured progress notes to capture all the key elements necessary for a specific quality measure, such as a standardized diabetes or heart failure progress note. Many of these approaches have already been developed by successful practices as well as some specialty societies (eg, the American College of Cardiology).
HOW WILL MONIES BE DISPERSED TO THOSE WHO MEET PERFORMANCE CRITERIA AND THOSE WHO DO NOT? IF A PRACTICE OF MANY PHYSICIANS, BILLING UNDER ONE PROVIDER ID, CANNOT PRODUCE UNIFORM RESULTS AMONG ALL ITS PHYSICIANS, HOW WILL REIMBURSEMENT BE CALCULATED?
The answer to this question, of course, will depend on the details of any particular P4P agreement. Several integrated medical groups have negotiated 1 agreement (eg, IHA; see http://www.iha.org/) and then left the distribution of performance rewards and penalties to the governance of the groups. This approach may have more effective merit than the approach of direct payment to individual physicians within each group, in that each group can then set its own internal goals and targets for performance within standardized physician employment contracts.
For now, CMS will pay single physicians participating in the PQRI, regardless of the nature of their practice. There is no single approach to how P4P initiatives are structured in this regard. CMS also has several demonstration projects under way to test whether groups of physicians can be rewarded as a single unit instead of a large group of individual providers.
CAN YOU LAY OUT SOME TASKS THAT A PRACTICE SHOULD FOLLOW INTERNALLY TO BEGIN PREPARATION FOR THIS?
To prepare and participate in P4P contracts, several steps are necessary:
• Learn everything you can about the various approaches to P4P that are available in your particular market. Pay special attention to national trends, such as the convergence of payers to develop a single approach (such as is occurring in the New York metropolitan area marketplace). • Participate in the Medicare PQRI (visit http:// www.cms.hhs.gov/PQRI/ for the most current details from CMS). • Participate in quality measurement and reporting efforts within your own specialty, including for professional board recertification programs (eg, the American Academy of Family Physicians, American Academy of Pediatrics, American College of Physicians). • Commit to purchasing an effective electronic health record system that has the capacity to automatically collect and report the appropriate and relevant data to payers. • Be ever ready for a change in the way in which payers are profiling individual physicians, and be conversant as to how best to assess and appeal these profiles if you believe they might be inaccurate or incorrect. This will entail developing your own internal tracking systems of efficiency measures (eg, the use of generic prescription drugs, consultations, laboratory and radiology test ordering, and hospital admissions).
FINAL THOUGHTS
Some will argue that there will be "unintended consequences" for participating in P4P programs that have not yet been proven to be of benefit in terms of truly and effectively improving the quality and efficiency of health care. However, many policy makers, regulators, payers, physicians, and politicians believe that maintaining the status quo (ie, paying for all care in the same fashion regardless of the quality and efficiency delivered) has far more unintendedsome would say predictable-consequences than not creating a new system of paying for health care services.
Most currently available studies on P4P have shown different effects. CMS and Premier 7 recently reported that hospitals participating in the Hospital Quality Incentive Demonstration Project have achieved cost savings and improvements in medical care and quality of life by giving health care providers a financial incentive to seek measurable improvements in the health of their patients. Participants warn that P4P is not a "magic bullet," and there are many challenges to overcome for it to sustain its effect on the quality of health care, including the challenge of whether it can work in all health care settings. Others remain skeptical.
In any event, there is no doubt that in 2007, "the P4P train has left the station."
